Introduction
Recently Rowland Payne (1981) reported three patients with metastatic carcinoma of the breast, who exhibited during the course of their illnesses a previously undescribed syndrome resulting from disruption of the sympathetic chain, the phrenic nerve and the innervation of the ipsilateral vocal cord. Two further cases are reported here, in a young female with carcinoma of the breast and in another female with carcinoma of the lung.
Case I
A 41-year-old, short, obese woman presented in Radiotherapy eased her symptoms till June when she developed pain across the middle of her back. A chest X-ray in August showed widespread pulmonary shadowing on the right with considerably elevated right hemi-diaphragm and collapse of the right upper lobe. Diaphragmatic screening confirmed paralysis. In October 1981, she was noted to have a right-sided Horner's syndrome. A month later she developed hoarseness which seemed to disconcert her most, despite other disabling symptoms. An indirect laryngoscopy showed complete paralysis of the right vocal cord. The slow decline in her general condition continued until her death in December 1981.
Discussion
These two patients had all the features of a syndrome recently described by Rowland Payne (1981) .
It is interesting to note that Hare, as long ago as 1838, in a letter to the Medical Gazette described the case of Thomas Willets, aged 40 years, 'of an unhealthy complexion', who had been admitted with a month's history of pain, tingling and and numbness along the course of the left ulnar nerve. A small tumour was palpable in the inferior triangular space of the left side of the patient's neck, his left pupil was contracted and 'the levator palpebrae ceased to perform its office'. The tumour became larger; the patient lost the use of his lower limbs, developed retention of urine and died soon afterwards. In a meticulous report of the post-mortem findings, Hare (1838) described hard tumour extending upward to the origin of the brachial plexus, with the carotid artery and the cervical sympathetic, vagus and phrenic nerves lost in the growth. The tumour involved the brachial plexus especially its third and fourth nerves, was attached to the spine and entered the intervertebral foramina as far as the dura with the eighth cervical and first dorsal nerves.
The first patient had no clinical, biochemical or radiological evidence of metastatic disease, and it was only towards the end that metastases to the lower deep cervical group of lymph nodes were considered as a possible cause of her signs and symptoms. Presence of a cervical rib on the affected side not only delayed the recognition of the underlying cause of her symptomatology, but also, together with the short and obese stature of the patient, it hampered accessibility to the site of the presumed metastases. The lesion accounting for the development of this syndrome in this patient was thought to be at the level of cervical 6 vertebra (Fig. 1) (Batten, 1978) , but this patient had no apparent mediastinal involvement.
In the second patient, it is considered that at least two or possibly three separate lesions accounted for the development of this syndrome. 
